Sinonasal cancers comprise approximately 3% of all the upper aerodigestive tract malignancies and less than 1% of all cancers. The incidence of malignant tumors of the nasal septum is very low, comprising 2.7-8.4% of nasal and paranasal malignant tumors [1] . Of all malignant paranasal sinus tumors, 5-15% are adenoid cystic carcinomas [2] . In the literature to date only six cases of adenoid cystic carcinoma arising from the nasal septum have been reported [1, [3] [4] [5] . In this paper, we present our experience of a case of nasal septal adenoid cystic carcinoma.
CASE PRESENTATION
A 56-year-old male who had suffered from epistaxis for 1 month visited our clinic. He also complained of nasal obstruction, but negative nasal discharge, nasal pain, or facial numbness. Nasal endoscopy revealed a well-defined, smooth, non-ulcerative mass arising from the nasal septum ( Figure 1A and B). It had elastic consistency on palpation. It had no contact with sinus or turbinate. Computed tomography scan revealed a nasal septum tumor with septum destruction (Figure 1C and D) . No cervical lymphadenopathy was present. Punch biopsy was done and the pathology report revealed adenoid cystic carcinoma. Chest X-ray, bone scan, and abdominal echo revealed no lung, bone, or liver metastasis. We performed lateral rhinotomy to excise the nasal septum tumor mass under general anesthesia. The tumor was removed by through and through septum total excision without preserving opposite mucoperichondrium and nasal mucosa. The tumor measured 4.0 × 3.0 × 0.5 cm in size (Figure 2A and B). Histologically, the tumor was relatively well circumscribed beneath the respiratory epithelium and comprised epithelial and myoepithelial cells arranged in tubular, cribriform, and solid patterns ( Figure 2C and D). The microcystic spaces of cribriform pattern were filled with hyaline mucoid material. Unfortunately, the pathology did not reveal free superior and Adenoid cystic carcinoma of the nasal septum is extremely rare. We present the case of a 56-yearold male who complained of nasal bleeding and nasal obstruction for 1 month. A mass arising from nasal septum was found by endoscope. The tumor was removed under lateral rhinotomy and histopathologic examination revealed adenoid cystic carcinoma with cribriform pattern. He then had postoperative radiotherapy. No recurrence was noticed after 1 year of follow-up. Despite its rarity, adenoid cystic carcinoma should be taken into consideration in the differential diagnosis of nasal tumor.
anterior margins. Neither perivascular nor perineural permeation was noted. Postoperative radiotherapy with a dose of 7,400 cGy was administered to enforce locoregional control. The patient recovered uneventfully after operation and radiotherapy. No signs of local recurrence and distal metastasis were noted after 1 year of follow-up.
DISCUSSION
Adenoid cystic carcinoma in the nasal cavity and paranasal sinuses origin often has a worse prognosis than in any other area of the head and neck region. It is reported to occur in any age group with a peak incidence in the fourth to sixth decades. Its presenting symptoms are usually nonspecific, such as nasal obstruction, epistaxis and symptoms depending on which structure has been invaded. Nasal bleeding and obstruction were the only presenting symptoms in our patient. The smooth bulging appearance of this septal tumor could be mistaken for a high septal deviation ( Figure 1A and B) . Palpation of its consistency might be helpful in differential diagnosis.
The differential diagnosis of a nasal septum tumor includes a wide variety of pathology including squamous cell carcinoma, malignant melanoma, adenoid cystic carcinoma, adenocarcinoma, chondroma, chondrosarcoma, osteosarcoma, schwannoma, lymphoma, and mucoepidermoid carcinoma. A biopsy for definite diagnosis is necessary.
The slow-growing adenoid cystic carcinoma can reach large dimensions within the hollow nasal and sinus cavities before becoming symptomatic.
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Figure 1. Nasal endoscopy reveals a well-defined, smooth, non-ulcerative mass arising from the (A) right, and (B) left nasal septum. Computed tomography of the nose and paranasal sinuses reveals a nasal septum tumor with septum destruction: (C) axial view; (D) coronal view.
Furthermore, the close relationship of nose and sinus with surrounding vital structures, including the dura, brain, orbit, carotid arteries, and cranial nerves may result in an inadequate or high morbidity surgical resection. Perineural invasion along cranial nerves is a pathognomonic factor of adenoid cystic carcinoma and is believed to be responsible for the high rate of local recurrence. Neck lymph node metastases are extremely rare with adenoid cystic carcinoma. The lung is the most common site of metastasis and the less common sites include the bone, liver, brain, and kidney. Adenoid cystic carcinoma has the tendency to spread hematogenously and perineurally but not lymphatically.
Three histologic growth patterns have been identified and described: solid, cribriform, and tubular. Cribriform is the most common histologic subtype. Assessment of the histologic grade is of significance in predicting the likelihood of tumor recurrence and survival. In one series of studies, 5-year recurrence rates of 100%, 89%, and 59% were reported for tumors with solid, cribriform, or tubular growth patterns, respectively [6] . Similarly, the presence of greater than 30% solid growth has been reported to have a significantly poorer 5-year survival (5%) when compared to tumors with a predominantly cribriform (26%) or tubular (39%) growth pattern [3] .
The surgical approach is modified for the individual tumor according to the tumor size and location. Endoscopic approach can remove the small and localized nasal septum tumor. Lateral rhinotomy incision alone can excise anterior septal tumors. Midfacial degloving can approach the lower nasal septum tumor without cosmetic deformity. Additional exposure like lateral rhinotomy with sublabial incision may be required to resect posterior nasal septal lesions. Lateral rhinotomy with lip-splitting incision can resect lesions of the nasal septum and floor. A combination of radical surgery and postoperative radiotherapy was the main therapy for sinonasal adenoid cystic carcinoma compared to either surgery or radiotherapy alone. But despite aggressive surgery, high incidence of positive margins was noted due to the anatomical complexity of the nose and paranasal sinuses. So adjuvant radiotherapy is necessary in such cases [2] . Chemotherapy appears to be ineffective in the treatment of adenoid cystic carcinoma. Long-term follow-up is necessary because of the high incidence of local recurrence and distal metastasis. 
